The aim of this study was to identify potential implementation interventions to increase the uptake of shared decision making (SDM) in clinical practice in New South Wales (NSW) Health. The Agency for Clinical Innovation hosted a full-day SDM masterclass in May 2017 and 53 attendees completed a survey to identify barriers to implementing SDM. The Theoretical Domains Framework, COM-B ('capability', 'opportunity', motivation' and 'behaviour') Model and Behaviour Change Wheel were used to conduct a theoretical analysis of the barriers and identify potential interventions to increase the uptake of SDM. This was supplemented by a purposive review of articles about current international efforts to facilitate SDM. From the theoretical analysis, 9 of the 14 theoretical domains were considered relevant to implementing SDM in the NSW Health context. Multi-faceted interventions including education, training, enablement, modelling, incentivisation, persuasion and environmental restructuring were identified as potential ways to increase SDM. The review of international articles identified communication and marketing, patient and public involvement, research, training, legislation, patient decision aids, service provision, clinical champions, financial incentives and policy as interventions being used to increase the uptake of SDM internationally. Based on current perceptions about barriers for SDM implementation in NSW Health, initial efforts should focus on workforce skills development, motivation, communication and marketing, service provision and creating receptive work environments. Investments into facilitating SDM will require an ongoing commitment to enhancing patient experience, evidence translation and reducing unwarranted variations in care.
Introduction
Shared decision making (SDM) is a process of involving patients in making informed and preference-based decisions about their care and treatment. 1 Patient decision aids (PDAs) have been the most frequently evaluated intervention for facilitating SDM. PDAs present evidence-based information about options, the benefits and harms of each and can be used to guide patients through the decision-making process. 2 A 2017 Cochrane review of the effects of PDAs for health treatment and screening decisions included 105 randomised controlled trials that compared PDAs to usual care. 3 Patients who were provided with PDAs had increased knowledge and were better informed, had more accurate risk perceptions and were more involved in the decision-making process than those who were not. There was no consistent effect on cost, adherence or health outcomes. 3 It is expected that the demand for SDM will grow exponentially in Australia, particularly given the explicit focus on sharing decisions and planning outlined in the second edition of the National Safety and Quality Health Service Standards. 4 Similarly, the Australian Commission on Safety and Quality in Health Care's (ACSQHC) Australian Atlas of Healthcare Variation has emphasised that SDM is an important strategy for reducing unwarranted variation in health care and promoting person-centred care. 5 Although there is some overlap between SDM and informed consent, the intent, scope and practice of each is distinctively different, and SDM applies to a wider range of decisions. 6 Despite the emerging evidence base about SDM, its uptake in Australia has been slow. Barriers to using SDM in Australia include a lack of coordinated national effort, policy, advocacy, research funding, training, resources and implementation. 7 The Agency for Clinical Innovation (ACI) is an organisation within NSW Health that partners with patients and health professionals to design and promote better health care for New South Wales (NSW). ACI supports local health districts and speciality health networks by providing specialist advice on healthcare innovation and implementation support, as well as through initiatives including clinical guidelines and models of care. 8 The context for the present case study is NSW Health, but the learnings may also be relevant to other health organisations and settings.
There is limited available evidence of SDM implementation in NSW Health. The Bureau of Health Information (BHI) has routinely collected broader patient-centred care measures, including whether the patient was involved in decisions about treatment and the provision of information for patients and their families. However, these measures do not encapsulate all elements of the SDM process, including the presentation of alternative options, their benefits and harms and the elicitation of patient values and preferences for care. 9 To facilitate sustainable implementation of SDM in NSW Health, not only do we need to measure and better understand our performance, but we also need to understand and address the barriers to its use in a systematic way. Learnings from the present case study can be used to consider where investments can be made to progress SDM as part of an ongoing commitment to enhancing patient experience, evidence translation and reducing unwarranted variations in health care.
Objective
The aim of this case study is to describe the methods and results used to identify potential implementation interventions to increase the uptake of SDM in clinical practice in NSW Health.
Methods
Two methods were used to identify potential interventions to increase the uptake of SDM. First, a theoretical analysis was conducted of barriers identified by local NSW health professionals and patients. Second, interventions being used to facilitate SDM internationally were identified through a rapid and purposive review of articles published in the 2017 special edition of the Zeitschrift für Evidenz, Fortbildung und Qualität im Gesundheitswesen (Journal of Evidence and Quality in Health Care): International Accomplishments in Shared Decision Making. 10 To identify local barriers to implementing SDM, a convenience sample of participants who attended a 1-day SDM masterclass held by ACI in Sydney in May 2017 was surveyed. The theoretical domains framework (TDF), COM-B ('capability', 'opportunity', motivation' and 'behaviour') model and behaviour change wheel (BCW) were used to conduct a theoretical analysis of the barriers and to identify potential intervention functions and policy categories for the implementation of SDM in NSW Health. [11] [12] [13] The TDF, COM-B model and BCW form an evidence-based integrated system for identifying interventions aimed at influencing behaviour and improving the uptake of evidence into practice. The TDF has 14 domains that contain factors likely to influence the behaviour of health professionals. The domains can be linked to a component within the BCW to demonstrate the connection between capability, opportunity, motivation and changes in behaviour. The links can be further mapped to the intervention functions and policy categories that are considered more likely to influence the behaviour of health professionals and improve the uptake of SDM ( Fig. 1 ). [11] [12] [13] Participant responses were classified according to the domains within the TDF and sources of behaviour using the COM-B model by two authors (TD-B, RO). Coded statements within the domains were used to generate barrier descriptions that represented the common themes that were perceived to influence the uptake of SDM. The classifications were reviewed and refined by four authors (TD-B, RO, TH, LT) until consensus was reached.
The BCW was then used to identify intervention functions and policy categories that could be effective in addressing the barriers. The appropriateness of the interventions and policy categories was evaluated by the authors (TD-B, RO), a local NSW health professional and a patient in a two-stage process using the APEASE criteria (Acceptability, Practicality, Effectiveness/cost-effectiveness, Affordability, Safety/side effects and Equity). 11, 12 The four reviewers independently applied the criteria and then engaged in an in-depth discussion to review the results and any discrepancies.
To identify implementation interventions that are being used to facilitate SDM internationally, a rapid and purposive review of a 2017 special edition of SDM implementation articles 10 was conducted. This edition is the premier source of current evidence about interventions for facilitating SDM internationally, with contributions from 22 countries, and is the only contemporary collection of articles reporting on SDM implementation in a range of countries. Contributing authors to this edition were required to describe interventions being used to facilitate SDM at the macro-, meso-and microlevels. 10 The analysis for the present case study included a review of all articles by one author (TD-B), with extraction and categorising of implementation interventions identified.
Results

Barriers analysis
Of the 83 participants who attended the SDM masterclass, 53 (64%) completed the survey. Participants included allied health (n = 19), consumers (n = 5), doctors and specialists (n = 3), managers (n = 11), nurses (n = 6), project and policy officers (n = 3) and researchers (n = 4).
Barriers were identified across nine of the 14 domains of the TDF, including knowledge, skills, professional role and identity, beliefs about capabilities, beliefs about consequences, reinforcement, environmental context and resources, social influences and emotion. Some barriers were more frequently identified than others, including knowledge, skills, professional role and identify, belief about capabilities, environmental context and resources. Domains not identified were optimism, intentions, behavioural regulation, goals, memory or attention and decision processes ( Table 1) .
The main barriers identified were coded to the domain of environmental context and resources. Participants perceived time constraints, competing priorities and limited access to resources, including information about SDM, decision aids and high-quality synthesised evidence, as barriers:
We need simple resources, for both clinicians and patients, which are readily available.
Organisational culture, including a lack of implementation intention and leadership to support the systematic use of SDM, was also reported as a barrier:
We need engagement from senior managers to endorse this approach.
Several barriers, including expert culture, influence among health professionals and paternalistic practices, were coded to professional role and identity:
The medical model dominates the relationship between the patient and the health professional.
Fear and the risk of negative affect were identified as emotion-related barriers. Participants were concerned that health professionals may not have the confidence or be supported to use SDM in their clinical practice:
Staff not feeling supported or having the confidence to try. . .
Beliefs about capabilities, including perceived competence, and patients not having the capacity to engage in SDM were reported as barriers:
Health professionals believing that they conduct shared decision making already is a barrier. A high number of barriers were also coded to the domains of knowledge and skills:
Shared decision making is a skill that needs to be learnt by both patients and health professionals.
Participants reported that a lack of awareness of what SDM is was a barrier for patients and health professionals:
There is a lack of community awareness and education about SDM.
Following the application of the TDF, COM-B model and BCW, the following interventions were considered appropriate for supporting the implementation of SDM: education, training, enablement, modelling, incentivisation, persuasion and environmental restructuring. Policy categories identified as potential enablers for the interventions to occur were communication and marketing, guidelines, service provision and legislation (Tables 2, 3 ).
International review
The articles included in the review were from the 22 countries: Africa, Argentina, Australia, Brazil, Canada, Chile, China, Denmark, France, Germany, Iran, Israel, Italy, Malaysia, Netherlands, Norway, Peru, Spain, Switzerland, Taiwan, the UK and the US. 10 Although significant progress has been made, there remains a lack of systematic implementation and coordination of SDM internationally. 10 Countries that have systematically approached the implementation of SDM include Canada, Germany, the Netherlands, Taiwan, UK and the US. In these countries, SDM is being established at a policy level, and system-wide implementation strategies with leadership and financial support have been developed. [14] [15] [16] [17] [18] [19] [20] Interventions tested and implemented in these countries include communication and marketing, patient and public involvement, research, training, legislation, access to PDAs, service provision, clinical champions, financial incentives and policy [14] [15] [16] [17] [18] [19] (Table 4 ).
Discussion
This case study examined the barriers to implementing SDM, using a theory-informed systematic approach to identify interventions that could be used to increase its use in NSW Health and a rapid and purposive review of contemporary articles on SDM implementation interventions internationally. 
Domain Definition Knowledge
An awareness of the existence of something
Skills
An ability or proficiency acquired through practice Social/professional role and identity A coherent set of behaviours and displayed personal qualities of an individual in a social or work setting Beliefs about capabilities Acceptance of the truth, reality or validity about an ability, talent or facility that a person can put to constructive use Optimism goals will be attained The confidence that things will happen for the best or that desired Beliefs about consequences Acceptance of the truth, reality or validity about outcomes of a behaviour in a given situation Reinforcement
Increasing the probability of a response by arranging a dependent relationship, or contingency, between the response and a given stimulus 7, [14] [15] [16] [17] [18] [19] [20] For NSW Health, the high number of participant responses coded to the theoretical domain 'environmental context and resources' suggests the importance of attending to organisational culture and ensuring resources are available to support the use of SDM in clinical practice.
In the UK, the National Institute for Health and Care Excellence (NICE) collaborative is a group of organisations and individuals committed to embedding SDM across UK health systems. 18, 22 A similar collaborative model could be assessed for feasibility in NSW Health, or collectively with other states and territories to support a culture of SDM in Australia.
Results from the theoretical analysis showed that poor access to PDAs or resources about SDM were barriers to implementation. The Ottawa Hospital Research Institute in Canada leads and updates the Cochrane review on decision aids and maintains the A-Z international inventory on decision aids. 3, 23 Active dissemination strategies could be used to increase awareness of the inventory and encourage health professionals to use relevant PDAs in their practice. A cost-benefit analysis could also be conducted to examine the feasibility of purchasing a library of decision aids from a third party provider or establishing a state or national portal of PDAs. A review process would also need to be established to ensure the tools reflected current evidence and were relevant to the Australian context. Many countries have highlighted the difficulties in maintaining the currency of PDAs. 15, 18, 20 Greater investment in education, training and modelling for health professionals could address knowledge-and skill-related barriers. Common myths that may prevent health professionals from using SDM in their practice include misconceptions that it will increase consultation time and that patients will feel abandoned throughout the process. 7 The ACSQHC has developed tools and resources to support SDM, including freely available short videos to challenge common myths about SDM and explain the role of PDAs, and an eLearning module to support health professionals to enhance their SDM knowledge and skills. 24 If investments are made in developing and delivering new training and education programs in NSW Health, it is recommended that the content is tailored to specific disciplines or clinical settings and evaluated to determine effectiveness. 25, 26 Structured opportunities to apply new knowledge and skills in service delivery could further increase the uptake of SDM in practice. The UK has invested in several demonstration initiatives to explore the feasibility of integrating SDM into routine clinical practice. Learnings from the Making Good Decisions in Collaboration (MAGIC) showed the effectiveness of action learning strategies in ensuring health professionals had the time and space to practice SDM skills and get feedback. 27 This could be mirrored in NSW and more broadly by testing theory-informed and evidence-based interventions for SDM in demonstration sites in different clinical settings. Evaluation of the demonstration sites could include patient-centred care measures and the observation and analysis of available and needed resources to facilitate SDM.
Embedding SDM in national and state practice standards and clinical guidelines could be effective in facilitating SDM and building credibility with health professionals. NICE has produced several evidence-based guidelines highlighting the value, use and effects of SDM in clinical practice. 18, 20 Stronger leadership from health professionals, executive, advocacy organisations and speciality societies would help address professional role and identity barriers. 20 In the Netherlands, the Ministry of Health has established a culture that supports and enables SDM through the provision of registration codes to finance extra time needed for an SDM process. 16, 20 Active dissemination strategies, including communication and marketing campaigns, could be effective in addressing professional role and identity and knowledge-, skill-and emotion-related barriers. In the Netherlands, a national campaign coined Betere zorg begint met een goed gesprek, which translates to 'better care starts with a good conversation', has been effective in increasing awareness of SDM. 16, 20 SDM is also being promoted in the Choosing Wisely Campaign by the UK's Academy of Medical Royal Colleges. 18, 20 The Choosing Wisely Campaign is an international initiative designed to help health professionals and patients engage in conversations about improving the quality of health care by eliminating unnecessary tests, treatments and procedures. 28
Conclusion
This case study has discussed several pertinent considerations for the implementation of SDM in NSW Health and the learnings may be relevant to other organisations wanting to support a culture of SDM and meet the new National Safety and Quality Healthcare Standards in Australia. Investments into SDM for all health organisations should be considered as an ongoing commitment to enhancing patient experience, evidence translation and reducing unwarranted variations in care.
